" This plan is offered by Quartz Health Benefit Pians Corporation

Quartz

Schedule of Benefits

Prepared for: 9082016 - HMO Deductible
RIO COMMUNITY SCHOOL Coverage Period: 9/1/2022 - 8/31/2023
DISTRICT

Annual Deductible Single: $500 per Benefit Year

Famlly SSOO/mdlwdual or Sl OOO/famlIy per Beneflt Year
Coinsurance. .. = 1w | 0% coinsurance:- e e
Annual Maxlmum Out of- Single: $1,500 per Beneflt Year
Packet Family: 51, 500/|nd|\ndua| or $3 OOO/famlly per Benefit Year
‘Prevéntive Services . /['No Charge TR L SRR P R
Dependent Age 26
Deductible Information "-hls:plan has an embedded deductlble It you have other famlly members on,  the, plan

-amount of deducttble'expenses__paldby aII famlly members meets the Famlly Annual i

CSse s o Deductible. A L e e e R

Out-of-Pocket Limit If you have other fam|ly members on the plan, the\yr each must meet the Smgle Annual
Maximum Out-of-Pocket limit until the Family limit has been met.

HSA Qualified Plan " No o o0 T

Prior Authorization Prior authorization may be required for certain services. See

QuartzBenefits.com/WIPA_l_.ist or call Customer Service for additional information

Telehealth Services - | Sanme as Office Visit

Virtual Visit S5 copay/visit; Specrallst Same as Offlce VISIt

Chiropractor Visits . =~ +"| $10 copay/visit. T

Hearing Examlnatlon 510 copay/visit

“Podiatry Services - 7 |10 copay/visit . - SERETE SRR o
Vision Exammatlon $10 copay/visit; One Routme V|S|on exam is covered wrth no charge

_Hospital Services * - P
General Inpatient No charge after deductible

Delivery & Newborn -7 7} No charge after deductible |
Charges’ _ L e
Outpatient Services No charge after deductible

Emergency Room 5100 copay/visit
Questions? Visit us at QuartzBenefits.com or call {800) 362-3310.
QAQ0997 (0521) Tracking ID: N9TR82P9
HMO




Emergency Room Waiver

“Copay waived if admitted:

$25 copay/visit

Urgent Care
Ambulance’

| No charge after deductible - =

Value Tier

'PharmacyBenefits |

Generic/| Preferred/Non- ok

Preferred

Tier 4

$20 copay fer Preferred

540 copay for Non Preferred

Inpatient

BehavioralHealth = _______

No charge after deductible

‘Transitional:

‘| No tharge aftef deductible

Outpatient

$10 copay/visit

jagnostic Services

‘X:Ray

“|iNo.charge after deductible

MRI/MRA Scan

‘PET:Scan

No charge after deductible

ge after deductible | &

CAT Scan

No charge after deductible

OtherServices
No charge after deductible

Durable Medical
Equipment

‘Home Health ‘Care
Ser\nces :

No charge after deductible -

Home Health Care lelt

60 visits per Benefit Year

“Hospice Services.

~:|:No charge after:deductible <% 7 ot

Skilled Nursing Care
Facility

No charge after deductible

skilled Nursing Care Limit

190 days per confinement .

Therapy Ser\nces

No charge after deductible

,Therapy Limit, -

L ‘40 vrsrts?combmed'forPhysmaI Speech and Occupatlonal therapy and. Pulmonary.'-~

TIVIJ Beneflts

510 co'pay/v15|t

* Hospital Services — Includes

daily hospital room and board, surgical, anesthesia and miscellaneous hospital services.



'Trmis' plan is offered by Quartz Health Benefit Plans Corporation

Schedule of Benefits

Prepared for: 9076769 - POS
RIO COMMUNITY SCHOOL Coverage Period: 9/1/2022 - 8/31/2023
DISTRICT

Medical Benefits |

Annual Deductible

Single: $500 per BenefltYear S
Family: $500/individual or $1,000/family
per Benefit Year

rprr——
$1,000 Single/S$2, 000 Fam|iy per Benefit
Year

-,Comsurance

0% coinsurance T

0 7].20% coinsurance .

Pocket

Annual Ma)umum 0ut-of—

Single: 51,500 per Beneﬁt Year
Family: $1,500/individual or

$3,000 Slngle/$6 000 Famlly per Beneflt
Year

Preventive Services

“|'N6 Charge

$3, OOO/family per Beneflt Year

[ 20% coinsurance after deductible >

Dependent Age

Deductible information

26

26

Out-of-Pocket Limit

If you have other family members on the plan, they each must meet the Single Annual

"HSA Qualified Plan’:

Maximum Out-of-Pocket limit until the Family limit has been met.

Prior Authorization

Prior authorization may be required for certain services. See
QuartzBenefits.com/WIPAList or call Customer Service for additional information

Office Visit

$10 copay/vmt

L) & 3 0

20% coinsurance after deductlble

Telehealth Services

| Same:

";Offlce Visit i

JSame as Offlce Visit

Virtual Visit

$5 copay/visit; Specialist: Same as Offlce
Visit

$5 copay/visit; Speualtst Same as Office -
Visit

Chirdpractor Visits .- |,$10copay/visit. . = | 20% coinsurance after deductible. . ..
Hearing Exammatlon $10 copay/visit Not Covered

Podiatry Services

1 $10 copay/visit

- |:20% coinsurance after deductible == -

Vision Exammatlon

510 copay/visit; One Routme V|5|on exam
is covered with no charge

20% coinsurance after deductible

USE d < .

General Inpatient

No charge after deductible

) 4 B 0

20% coinsurance after deductible

Charges'

Delivery & Newborn

'No'fcha'rge E:ﬁlfter't:Iec:lucti'bIe L

20% coinsurance after deductible -

Questions? Visit us at QuartzBeneflts com or caII (800) 362-3310.

QA00998 (0521)

Tracking 1D: XWRIEV35F
POS



Qutpatient Services

| No charge after deductible |

20% coinsurance after deductible

Emergency Room

_Emergency Services .

nNetwork |
$1OO copay/w51t

OutofNetwork

Emergency Room Waiver '

‘Copay waived ifadmitted. 5ol

SlOU copay/visit

Urgent Care

$25 copay/visit

20% coinsurance after ded uctlble

Ambulance

| No charge after deductible |

“I'No'charge after deductible””

Pharmacy Benefits_____InNetwork

| Outof Network _____

Value Tier

‘Preferred

No charge

Not Covered

Tier 4

$40 copay for Non-Preferred

$20 copay for Preferred

Not Covered

Inpatient

tln Network E—

_Behavioral Health

No charge afterdeductlble

| Out of Network

20% coinsurance after deductrble

Transnt:ona

No charge after deductible

<[ '20% coinsurance after deductibl

Qutpatient

$10 copay/visit

20% coinsurance after deductible

Lab

Diagnostic Services ___In

No charge after deductlble

~© Out of Network .

20% coinsurance after deductlble

i2]'No charge after deductible’

120% ‘c0|n_sura.nce-:afterxde_ductlblefé(f:‘

MRI/MRA Scan

No charge after deductible

20% coinsurance after deductible

‘PET Scan’

| '\No'charge after deductible

| 20% coinsurance after deductible

CAT Scan

No charge after deductible

20% coinsurance after deductible

Durable Medical
Equipment

Other Services ______InNetwork _

. Out of Network _

20% coinsurance

: Home HealthﬂCare;_:z-
Ser\nces e

" |'No charge after deductible ‘.

20% coinsurance :a_ft“ér.'de_fc['u"ét'__i_bl_‘ O

Home Health Care L|m|t

60 visits per Benefit Year

‘Hospice Services = -

| 'No charge after.deductible

:|.20% coinsurance after deductible-

Skilled Nursing Care
Facility

No charge after deductible

20% coinsurance after deductible

Skilled Nursing Care Limit -| 90 days per.confinement: -

Therapy Services

No charge after deductible |

20% coinsurance after deductible

Th'erapy Limit

| 40 visits. comblned for Phy5|cal Speech and

Rehab

Occupatlonal therapy and Pulmonary

TMJ Benefits

510 copay/visit |

20% coinsurance after deductlble

* Hospital Services — Includes daily hospital room and board, surgical, anesthesia and miscellaneous hospital services.



